Background Review of patients' notes while investigating clinical incidents showed a recurring problem of poor documentation of important aspects of the paediatric post-take ward round.
INTRODUCTION
Most children admitted as emergencies are seen, diagnosed and managed by supervised junior doctors. Care is evaluated, and coordinated care plans are formulated on post-take rounds, led by the supervising consultant paediatrician. These rounds are multidisciplinary and, where possible, parents and carers participate. Much information is shared during these rounds, and decisions are made. These rounds are central to providing effective care and are an important reference point for staff, children and parents. Accurate and complete documentation is clearly important. But this is a task often left to the most junior doctor. Previous studies have shown failure to document key elements of ward rounds in such situations. 1 Documenting all that happens on the paediatric post-take round can be challenging, as so much may be going on during the round that it may appear disorganised. For example, the approach to children has to be adapted to their developmental age; information may become available during the round and paediatricians may have to be opportunistic in choosing when to examine a child. Making sure that decisions and all supporting information are accurately documented is important for several reasons. Children, even those whose stay in hospital is short, may be cared for by several teams of doctors and nurses working shift patterns, and so good documentation of clinical findings, care plans and the views of patients, carers and the multidisciplinary team is necessary for effective continuity of care between teams. In the few cases where care becomes the focus of legal discussion, patient's notes are a source of evidence. Notes should be clear, complete and recorded contemporaneously. 2 3 If not, care may be compromised. In view of the problems with inadequate documentation, we carried out a study to evaluate whether the introduction of an acrostic (a mnemonic device) improved the completeness of documentation of the paediatric post-take ward round (see box 1 for definition of mnemonic devices). We carried out case note audit before and after implementation and evaluated if the change was sustainable.
DESCRIPTION OF CONTEXT
The study was conducted at Sandwell & West Birmingham NHS Trust which is a large teaching Trust (consisting of City and Sandwell Hospitals) in the West Midlands, UK, serving a total population of over 500 000. The paediatric department admits over 7000 children a year and has 53 inpatient beds at Sandwell Hospital and 12 beds in the paediatric assessment/short stay ward at City Hospital. The department has 12 paediatric consultants and 32 junior doctors including foundation year 1-2 doctors, general practice vocational specialist trainees and paediatric specialist trainees. The junior doctors are on rotational placements lasting between 4 and 12 months. This means that there is a change in a proportion of this cohort approximately every 2 months. In addition, for many junior doctors, this is their first exposure to the practice of paediatric medicine. Every morning, 7 days a week, a post-take ward round is undertaken by the consultant of the week; a junior doctor documents this in the case notes.
THE PROBLEM
The clinical director of the department ( JCA) noted a recurring problem of poor documentation of important aspects of the post-take ward round, when investigating complaints and clinical incidents. The lack of complete documentation meant that there was no evidence that various aspects of care had been reviewed on the ward round. Concerns about the incompleteness of notes was a topic for discussion at the weekly departmental 'grand round' (October 2010), an event attended by all available consultants, junior doctors and a nurse from each of the wards. Junior doctors at the meeting commented on the difficulty of capturing all the important elements of the post-take ward round as it was different from adult medical ward rounds.
STRATEGY FOR CHANGE Development of the acrostic
From discussion about the quality of our note keeping, an understanding of what is important to record both clinically and legally, and the guidance on documentation of care provided by the Royal College of Physicians, 3 we agreed that there are nine elements of care that should be recorded in the notes: problem (includes presenting complaint and background complaint); vital signs; investigations; fluids; drugs; patient/parental concerns; nursing concerns; examination; plan. To help everyone remember these, the clinical director developed the mnemonic devise (acrostic) 'Please Verify Information For Doctors, Please Note Every Plan' (table 1) .
Introducing the acrostic
The acrostic was formally presented to all the consultants in the department (November 2010; by the clinical director), who agreed to support its use as a strategy to improve the completion of documentation. The acrostic was then introduced at a teaching session for junior doctors. In addition, a laminated copy was attached to all ward round trolleys, with copies placed on the doctors' office notice board also. The acrostic was also incorporated into the mandatory induction training programme for all new doctors to the department. A key element in the success of the introduction of the acrostic was gaining the support of all consultant paediatricians very early in the process. This ensured the junior doctors received a consistent message from all the consultants.
Evaluation of impact of introduction of the acrostic
The evaluation was conducted in three phases. The timeline is shown in box 2. In the first phase of the study, 100 case notes of all children admitted with acute medical problems to the paediatric ward during the study period were audited; 50 before the introduction of the acrostic ( June-September 2010) and 50 after ( June-September 2011). The notes were selected consecutively from a list, generated by the coding department, of all patients admitted under the single consultant ( JCA) in the selected time frame. These notes were selected under the same consultant to try to remove practitioner variability in ward round conduct. Case notes were excluded if the patient had been an elective admission for a day case procedure. The notes were reviewed by two paediatric specialist trainees (ALN and CH) against a data-collection pro forma for adequacy of completion (see online supplementary appendix 1 for post-take 
Box 1 Definition of mnemonic devises
▸ Mnemonic devices such as acronyms and acrostics are systematic procedures for enhancing memory by presenting the information in a way that is easy to remember.
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▸ Acrostic: The use of a 'catchy' and memorable sentence to help an individual retrieve letters, where the letters represent something an individual needs to remember-for example, as used in this study: 'Please Verify Information For Doctors, Please Note Every Plan' to represent Problem; Vital signs; Investigations; Fluids; Drugs; Patient/parental concerns; Nursing concerns; Examination; Plan. ▸ Acronym: a word formed from the initial letters or groups of letters of words in a set phrase or series of words and pronounced as a separate word-for example, SBAR (Situation, Background, Assessment, Recommendation).
ward round data-collection pro forma). An individual outcome was measured by the presence or absence of a comment under each heading. If the handwriting was illegible (as judged by the person collecting the data), it was categorised as no record for that heading. 'Investigation' as an outcome was only studied if the child had any investigations performed during that admission. To ensure the robustness of the data for the investigation section, if there was no comment made in the notes, the electronic systems for investigations (this includes blood, radiology and microbiology) were checked to see if any investigations had been carried out.
The second phase was undertaken in 2013 to assess if the initial results were sustained and involved the review of 100 consecutive case notes of children admitted under any consultant paediatrician between June and July 2013. The same datacollection pro forma was used, and the notes were reviewed by a foundation year 1 doctor (CR).
Assessing doctors' attitudes to use of the acrostic
In the final phase of the study (April 2014), 20 paediatric junior doctors completed a survey on their attitude to the use of the acrostic (see online supplementary appendix 2 for post-take ward round documentation questionnaire). The focus of the survey was to assess the ease of use of the acrostic as a tool in improving documentation of the post-take ward round and subsequent review of management plans.
Data analysis
We compared the completion of documentation of essential aspects of the post-take ward round before and after introduction of the acrostic. This was done using Minitab 16 statistical package. The null hypothesis that there is no difference in the completion of documentation before and after intervention was tested against the hypothesis that the completion of documentation improved after the intervention. Significance values were calculated by χ 2 test and Fisher exact test, with p<0.05 considered significant.
Effects of change
The introduction of the acrostic led to improvement in the documentation of key aspects of the ward round. In the first phase of the study, there was significant improvement in the documentation of problem (84% vs 94%), investigations (26% vs 72%), fluids (16% vs 74%), drugs (26% vs 76%), patient/parental concerns (16% vs 72%) and nursing concerns (4% vs 48%). There was no significant change in documentation of vital signs (82% vs 92%), examination (96% vs 94%) and plan (96% vs 96%), although these variables all had high documentary compliance before the introduction of the acrostic. Having a standardised format for post-take ward round documentation ensures that observation charts, fluid charts and drug charts are routinely scrutinised on the ward round. This provides the opportunity for any trends in observation charts and any errors or omissions in the drug or fluid charts to be identified and rectified immediately.
The analysis of the second phase showed that the improvement in documentation was sustained in the 2 years since the introduction of the acrostic with further significant improvement in documentation of vital signs (100%), fluids (90%), patient/carer concerns (86%) and examination findings (100%). The results of phase 1 and phase 2 of the study are summarised in table 2.
A large majority (95% (19/20)) of the junior doctors surveyed agreed/strongly agreed that use of the mnemonic device provided them with an easy format to document essential aspects of the ward round, while 90% (18/20) agreed/strongly agreed that use of the mnemonic device helped reduce time taken to retrieve information from patients' notes when reviewing at a later time. Furthermore, 95% (19/20) agreed/strongly agreed that use of the acrostic provided them with a structured format to present information during ward rounds and to undertake ward rounds themselves. This consistency of approach to ward rounds is very important in a department with a large turnover of junior doctors working various shifts (see box 3 for advantages of using mnemonic devises to improve care in healthcare settings). (2010) and after introduction (2011); pB, difference after introduction of acrostic (2011) and after introduction (2013); pC, difference between before introduction of acrostic (2010) and after introduction (2013).
Box 3 Advantages of using mnemonic devices
▸ Use of a mnemonic device such as an acrostic, as opposed to a pro forma or other form of document, offers the advantage that it can be implemented quickly and adjusted to suit the needs of the department. ▸ The acronym SBAR (Situation, Background, Assessment and Recommendation), which has been shown to be a very effective tool in improving communications among healthcare professionals, is an example of effective use of a mnemonic device in healthcare settings.
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▸ Previous studies on the use of pro forma (instead of a mnemonic devise) in improving ward round documentation saw improvement in only the aspects of the ward round included in the forms and a reduction in documentation in aspects not included.
